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Background. Transvenous catheter ablation of tachyatrhythmias with radiofrequency 
(RF) energy is effective. and safe. In most studies and registries on atrioventricular nodal 
reentrant tachycardia (AVNRT). a i-3% incidence of complete heart block is mentioned. 
Cryothermal energy has the ability to create reversible lesions, thereby demonstrating 
the potential success of prospective ablation sites without inducing permanent injuly. 
Aim. To study advantages and additional shortcomings of both energy forms. This pro- 
spective, randomised study (Cryoenergy versus Radiofrequency Ablation in AV junc- 
tional Tachycardias) will address both AVNRT and (para)septal (PS) pathways, which 
run in close proximity to the compact AV node in the triangle of Koch. 
Methods. In this, prospective, randomised trial, 36 patients were Included. In all patients 
a 3D navigation system (LocaLisa) was used. The lesion was assessed with additional 
imaging in a subgroup. After a diagnostic EP study, AVNRT remained the diagnosis in 31 
patients, right sided PS pathways wete present in 5 cases. 18 AVNRT and 2 PS patients 
were randomised to RF ablation. This was compared with cryoablation in 13 AVNRT and 
3 PS patients. A cross over of energy occurred in 2 RF patients to cryo, and I” one cryo 
patient to RF. Follow-up is dons with event recording to have long term success-data. 
Results. Acute success was achieved in 90 % in the RF group versus 88% in the clyo 
group. The median number and range of applications in all treated patients was 7 (l-24) 
in the RF, and 2 (1-13) in the cryo group (pcO.05). The procedure and fluoroscopy times 
for pure AVNT wsre 172 and 49 min in the RF group versus 174 and 46 min for the cryo 
group (NS). One patient I” the cryo gtoup had a temporary complete heart block, with 
restoration of AV conduction 4 seconds after immediate termination of clyoablation. Long 
term follow-up was similar in both groups. 
Conclusion. These preliminary data show that cryoablation is as effective and safe as RF 
ablation. Significantly less applications are necsssaly. This supports the use for cryoab- 
lation in the treatment of tachyarrhythmias in close proximity to the compact AV node. 
were ablated in atrial fibrillation with confirmation of El in SR). In 58% pts, additional 
lesions wets required after creating enby block to achieve exit block. Conclusions: 
Using Lasso guidance to confirm entry and exit block, subtotal circumferential ablation 
can successfully isolate majority of (73.6%) PVs. Inferior veins require fewer lesions to 
achieve electrical isolation. 
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1063-g Improvement in Quality of Life Post Circular Mapping 
Guided Pulmonary Vein Isolation in Both Normal Heart 
and Low Ejection Fraction Patients 
Background: A non-contact mapping system (Ensite 3000, ESI) has been developed to 
reconstruct endocardial potentials for single beat mapping of cardiac arrhythmias. The 
purpose of this study was to test the accuracy of the non-contact mapping system to 
identify lines of conduction block as a function of distance from the probe using a canine 
right atrial model. Methods and Results: In 6 anesthetized open chest dogs (28-45kg). 
one or two right atrium free-wall incisions (2.5-4.0 cm, median 3.2 cm) was created near 
the right atrial appendage (RAA). An epicardial pacing electrode was placed between the 
incisions and tricuspid annulus, and the chest was closed. A non-contact map using the 
multi-electrode balloon array (MEA, ESI) and an slectroanatomical contact map 
(CARTO. Biosense Webster) were obtained simultaneously during sinus rhythm or right 
atrlal pacing. The tip of MEA was positioned in the superior vsna cava (SVC) in 5 dogs. 
The isopotsntial map visualized the line of block with propagation around the both ends 
for 3 of 6 incisions, located 2-13 (median 8) mm from the MEA sudace. One end of the 
line of block was visualized for 1 Incisions and no area of block was identified for 2 inci- 
sions, located 7 mm and 23-29 mm from the surface of the MEA r&ace, respectively. 
The tip of MEA was moved into the RAA, close to the incision in 4 dogs. The MEA visual- 
ized the line of block with propagation around the both ends in 5 of 6 incisions, located O- 
13 (median 4.5) mm from the MEA surface and one end of the line of block for the 5th 
incision (6mm from the MEA surface). The length of the 7 lines of block fully visualized by 
MEA in either SVC or RAA, deviated from the length of the surgical incision by O-2 mm 
(median 2 mm). compared to O-2 (median 1) mm using CARTO. Virtual electrograms 
exhibited double atrial potentials 5-33 mm from the location of the line of block. Conclu- 
sions: Non-contact mapping accurately identified line of block within 13 mm from the 
surface of the MEA. 
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We prospectively assessed the Quality of life in patients undergoing pulmonary veins 
(PV) isolation (PVI) using the circular mapping approach. 
Methods and Results: Quality of life questionnaire (QoL) was assessed I” 180 (120 
men, mean age 53*11 years) out of 368 patients undergoing PV isolation for treatment of 
symptomatic AF at our institution. Thirty patients presented with impaired LV function 
(defined as LV EF < 45% and CHF symptoms with 2 NYHA class II). All patients com- 
pleted the SF-36 questionnaire prs- and lyear post PV isolation. Table represents the 
prs and post PV Isolation results in patients with normal (gr 1) and impaired LV function 
(sr 2). 
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1042-20 Implications of Anatomical Location on Successful 
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Electrical isolation (El; entry I exit block) of pulmonic veins (PV) can be achieved by total 
and subtotal circumferential ablation @CA). SCA may reduce incidence of PV stenosis. 
However, influence of PV location on El by SCA is not defined. We report our obssrva- 
tions in 70 pts (52~7 yrs) undergoing lasso guided ostial PV ablation. Methods: The 
Lasso mapping catheter (LMC) was placed serially at ostium (OS) of all 4 PVs. OS was 
defined by fluoroscopy. intracardiac ultrasound, electroanatomic map of left atrium (LA) 
and electrograms consistent with PV entry recorded by LMC. Lesions (9Osec, 52”C, 
40W) were delivered proximal to LMC pole(s) showing earliest entry (atrial followed by 
PV potentials). Successful PV isolation was defined by loss of potentials (entry block) 
and failure to capture LA when pacing circumferentially along PV OS (exit block). Number 
of ablation lesions I PV and their distnbubon segmentally (4 quadrants / PV) and relative 
to LMC poles (10 poles I PV) was assessed. SCA was defined as El of PV achieved with 
lesion distribution in < 3 quadrants Results: 178 PV were successfully isolated (48 PV 
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Conclusion In our prskminaly experience, after circular mapping guided PV isolation a 
significant improvement of QoL was observed in all patients regardless of the presence 
of left ventricular dysfunction. 
